communication (% of times consulting services were notified upon patient arrival, % of times an ED attending to NICU attending conversation occurred), and 3) timeliness/effectiveness outcomes (adequate blood pressure control, and time to reversal of anticoagulation).
IHT in which consult services were notified upon patient arrival improved from 38% to 91% (p < .05); additionally, a NICU attending discussed the care plan with the ED attending before the patient arrived in 64% of transfers post-intervention compared to 10% pre-intervention (p < .05). Timeliness/ effectiveness improvements were noted in the reduction of time to anticoagulation reversal, though this was not statistically significant (217 to 165 minutes, p ¼ 0.53). There was no significant difference in blood pressure control (86% to 80% with adequate BP control, p ¼ 1). Decreased mortality was noted, though this was not statistically significant (27% to 14%, p ¼ 0.26)
Conclusions: The implementation of a large-scale multi-modal intervention significantly improved process and communication metrics associated with IHT for patients with nontraumatic ICH and resulted in a trend towards improvement in the timeliness and effectiveness of clinical care. Future research should explore the relationship between process improvement and more rare clinical outcomes, as our study was not powered to detect such differences. Our approach may be scalable to other critical care entities and achieve greater impact on the overall safety and quality threats related to the IHT process at large.
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Peer Review in the Emergency Department We seek to describe a long-standing PEM PR program.
Methods: This study describes PEM PR in a large, academic freestanding children's hospital and includes satellite emergency departments (ED). The study period extends from 2010 to 2016. The PR process includes bimonthly committee meetings consisting of a PR specialist facilitating case reviews for a 6-provider PR committee. The Midas+ Solutions software (Tuscon, AZ) houses a custom database containing critical fields for each PR case including event date, triggers, findings, and relevant patient outcomes. The database was interrogated using simple statistics and a run chart was employed to depict results.
Results: During the study period, there were 681,823 ED visits with 1,116 cases triggered for PR (0.16%). The most common PR trigger accounting for 656 cases (58.8%) was "unplanned return to the ED within 48 hours requiring hospital admission." The next most common trigger was "clinical care complaints" (n¼108, 9.7%), followed by "patient mortality" (n¼106, 9.5%), with additional PR triggers shown in Figure 1 . The PR committee found an opportunity for improvement in documentation in 10.2% (n¼114) of cases, opportunity for improvement in clinical management in 26.2% (n¼292) of cases, and no identified opportunity for improvement in 45.8% (n¼511) cases. Five (n¼5, 0.5%) cases were found to have a significant deviation from the standard of care. The remaining cases (n¼194, 17.9%) were triaged out of PR committee bases on the preliminary case review. There was an increase in PR case review rates from a baseline of 0.14% PR rate to a 0.22% PR rate.
Conclusions: PR is an important aspect of performance review. The process is designed to ensure that providers consistently offer high quality patient care. This study demonstrates various triggers and outcomes for the PR process, with "unplanned return to the ED within 48 hours requiring hospital admission" being the most common trigger. An increase in PR case rates is also noted during the study period, perhaps representing cultural acceptance and trust of the PR process. We believe this study serves as comparative data for PR triggers and PR findings as PR processes mature in the field of PEM. Study Objectives: The intake physician model is increasingly implemented to combat crowding and long wait times in emergency departments (EDs). The intake physician briefly performs an assessment and may order labs, imaging, or medications, and even disposition the patient before they are placed in a main ED room. Prior studies have focused on the impact of this model on operational efficiency and patient experience but little work has evaluated the impact on quality of care or resource utilization. In our ED, an intake physician assesses self-arrival patients between the hours of 12:00 and 21:00 in an area referred to as CareStart (CS). This study examined differences in the rate of CT imaging and yield for significant pathology among patients presenting with abdominal pain between the 2 care models. We hypothesized that patients seen in CS would experience increased utilization of CT, thereby demonstrating lower yield.
Methods: This was a retrospective study at an urban, academic ED. Our initial inclusion criteria included all self-arrival adult patients (>18 years of age) presenting between 10/1/2016 and 1/31/2018 with a primary chief complaint of abdominal pain. Patients were identified electronically. We randomly selected 900 patients whose initial assessment was in the CS area and 900 patients who were initially assessed in the main ED. If a CT abdomen/pelvis was obtained, a trained reviewer performed chart review and determined the CT results as clinically significant if they led to inpatient admission, consult, or administration or prescription of targeted medications (ie, antibiotics). An experienced ED faculty performed secondary review on 50 cases to determine interrater reliability. Data was analyzed using STATA 15 © (College Station, TX).
Results: There was no difference in age (44.5[18,1] ) for patients never evaluated in CS (p<0.001). The rate of significant findings for CT scans ordered in CS was 52.9% (95% CI 47.2-58.6) compared to 50.5% (95% CI 45.6-55.4) for those seen primarily in the main ED (p¼0.53). Some of the patients seen in CS who did not initially get a CT did eventually have CT scans ordered by the ED team in the main treatment area (n¼143), but overall rates of imaging did not differ-48.7% (95% CI 45.4-51.9) if through CS at any point versus 45.1% (95% CI 41.8-48.4) for patients who never went through CS (p¼0.13 with no difference in clinically significant CT findings between groups-49.1% (95% CI 44.4-53.8) versus 50.5% (95% CI 45.6-55.4) (p¼0.68). Secondary review resulted in a Cohen's kappa value of 0.88.
Conclusions: Among patients presenting with abdominal pain, CT ordering rates by the CS physician were lower than rates by phyisicians in primary patient assessments in the main ED-with equivalent yield. Additionally, overall
